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People with disabilities have been differentially affected 
by COVID-19 because of three factors: the increased risk 
of poor outcomes from the disease itself, reduced access 
to routine health care and rehabilitation, and the adverse 
social impacts of efforts to mitigate the pandemic. 
10 years ago, WHO’s World Report on Disability noted 
that people with disabilities were more likely to be older, 
poorer, experience comorbidities, and be female.1 Older 
age, deprivation, and comorbidities are also associated 
with increased risk of severe outcomes from COVID-19.2 
Risk of death from COVID-19 between Jan 24 and 
Nov 30, 2020, in England was 3·1 times greater for men 
with disabilities and 3·5 times greater for women with 
disabilities than for men and women without disabilities.3 
People with intellectual disabilities living in congregate 
residential settings, relevant mainly to high-income 
settings, had a higher risk of death from COVID-19 than 
people without disabilities.4,5 But even in household 
settings,6 people with intellectual disability have an 
increased risk of COVID-19 death.7

Worldwide, disasters and emergencies often dispropor-
tionately impact the disability community, and this 
pandemic is no exception.8–10 People with disabilities have 
faced many barriers to inclusion in the COVID-19 response 
(panel). The lockdown measures societies have taken 

during the COVID-19 pandemic have meant people with 
disabilities are worse off and more excluded.11 If lockdown 
and curfew are enforced through aggressive actions by 
security forces, as in some countries in southern Africa, 
then people with disabilities who may need to access 
health care or pharmacies are penalised. Cancellation or 
postponement of regular health care or rehabilitation 
will differentially impact those with additional health 
needs.10,12 When assistive technology is not prescribed, 
maintained, or repaired, people with disabilities are 
rendered dependent. When social care is put on hold, 
cancelled, or reduced, people with disabilities are thrown 
back on the support of families if they have them. When it 
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Panel: Barriers to inclusion of people with disabilities in the COVID-19 response

• Failure to ensure safety of people with disabilities in congregate living or health facilities
• Failure to ensure access for people with disabilities to: food deliveries; internet; 

COVID-19 testing; and water, sanitation, and hygiene facilities
• Failure to give relevant people with disabilities or their families or support workers 

evidence-based priority for COVID-19 vaccination or COVID-19 treatment where 
required

• Lack of or inadequate support for people with disabilities living alone or where family 
members or support workers are self-isolating or affected by COVID-19

• Unclear public health messaging or lack of accessible messaging
• Postponement of required medical treatment, including rehabilitation
• Failure to collect data on disability to allow disaggregation

http://crossmark.crossref.org/dialog/?doi=10.1016/S0140-6736(21)00625-5&domain=pdf
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is not possible to attend day centres or voluntary projects, 
people with disabilities may be left with no one to 
meet.13 When individuals are expected to use face masks 
and physically distance, people with hearing loss who 
cannot lip read or people with visual impairment who 
use guide dogs can find it difficult to follow these rules 
and as a result they might be stigmatised. Additionally, 
confinement in homes increases the risk of physical or 
sexual violence and abuse, to which children and adults 
with disabilities are additionally vulnerable.14,15

Inadequate preparedness for the impacts of the 
COVID-19 pandemic on people with disabilities has 
been shockingly familiar. People with disabilities have 
been overlooked or are an afterthought in the education 
provision for children with special educational needs,9,12,16 

the provision of personal protective equipment in social 
care,4–6 or the inclusion of sign language in government 
announcements. In Uganda, school closures have led to 
the exclusion of many young people with disabilities since 
educational materials are not in accessible formats and 
access to assistive technology, including the internet, has 
been a challenge. 

In a public health crisis such as the COVID-19 
pandemic, clear information becomes more important 
than ever. In the UK, messages have been confused 
or complicated, which has been difficult for people 
with intellectual disabilities to understand. In other 
countries, there can be low confidence in public health 
messaging.17 Increased isolation and uncertainty 
or fear about the pandemic have also impacted the 
mental health of people with disabilities. People with 
mental illness can find isolation and fear particularly 
debilitating.18,19 People with physical impairments 
are also disproportionately at risk of mental health 
conditions.20 For many people, this pandemic has 
generally been bad for mental health.18,19

Yet in the pandemic there have been some positive 
developments for people with disabilities. Where they 
can get internet access, people with disabilities have 
been able to participate in society as never before, 
because physical and communication barriers have 
largely disappeared as education, work, shopping, 
and many leisure activities have been driven online.21 
Moreover, there are reassuring signs in some places 
that people are looking out for each other more, often 
replacing the dominant individualism of high-income 
settings with neighbourliness and mutual aid. People 

with disabilities do much better in societies with strong 
social protections and where people support each other.22

However, participation—whether digital or in person—
typically requires financial and other resources. The 
economic shocks of this pandemic particularly impact 
the poorest in society, who are often old, disabled, or 
female. About 80% of the poorest people with disabilities 
live in low-income and middle-income countries, where 
there is either inadequate social safety protections or 
no welfare state.1 The consequence is that people with 
disabilities often have to rely on families or charity.

People with disabilities do not want a return to the 
pre-pandemic status quo, which was a world filled with 
complex barriers to inclusion, especially in low-income 
and middle-income countries. The COVID-19 pandemic 
has increased risks, compounded unmet health needs, 
and disproportionately affected the socioeconomic lives 
of people with disabilities around the world. As evidence 
evolves, strategic thinking is needed about how society, 
social inclusion, and public health can better reach the 
15% of the global population1 who are disabled. The 
inclusion of people with disabilities in the COVID-19 
response should be remembered throughout all post-
recovery stages by assessing their needs and ensuring 
that they are consulted and can participate in policy 
development, programme design, and implementa-
tion. A better future has to grow from learning the 
lessons, listening to the life experiences of people with 
disabilities, and making meaningful investments that 
improve the wellbeing and socioeconomic conditions of 
people with disabilities.
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On March 18, 2021, the Global Report on Ageism1 
was launched by WHO, the Office of the UN High 
Commissioner for Human Rights, the UN Department 
of Economic and Social Affairs, and the UN Population 
Fund. Combating ageism is one of the four action areas 
of the Decade of Healthy Ageing (2021–2030).2 Changing 
how we think, feel, and act towards age and ageing is 
a prerequisite for successful action on healthy ageing 
and for progress on the three other action areas of the 
Decade of Healthy Ageing: developing communities that 
foster older people’s abilities, delivering person-centred 
integrated care and primary health services responsive 
to older people’s needs, and providing long-term care for 
older people who need it.

In the COVID-19 pandemic the vulnerability of older 
people has been highlighted. Not only has the pandemic 
taken the lives of many older people, it has also exposed 
ageism in different settings—eg, discrimination in access 
to health care, inadequate protection of older people 
in care homes and of young people’s mental health, 
and stereotypical media portrayals that pit generations 
against each other.

Consensus on the meaning of ageism has remained 
elusive and there is insufficient evidence on the topic. 

The Global Report on Ageism,1 to which we all contributed, 
offers a clear and widely supported definition of ageism 
as the stereotypes, prejudice, and discrimination 
directed towards people on the basis of their age. The 
report highlights that ageism can be institutional, 
interpersonal, or self-directed and summarises the best 
evidence on the scale, impacts, and determinants of 
ageism against both older and younger people and the 
most effective strategies to address ageism. Ageism is 
an important social determinant of health that has been 
largely neglected until now.

The social determinants of health are the non-medical 
factors that influence health outcomes and include the 
conditions in which people are born, grow up, and live 
and the wider set of forces and systems that shape the 
conditions of daily life.3,4 Like all forms of discrimination, 
ageism generates divisions and hierarchies in society 
and influences social position on the basis of age. 
Ageism results in various harms, disadvantages, and 
injustices, including age-based health inequities and 
poorer health outcomes.

Globally, ageism affects billions of people: at least 
one in two people hold ageist attitudes against older 
adults,5 with rates much higher in lower-income 
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